For the past 10 years, mucosal biopsy specimens of the gastrointestinal tract have made up about 15% of our surgical histology workload and in absolute numbers have increased each year. Further increases are likely as general practitioners expect increased access to endoscopic services and the numbers of colonoscopies rises to levels recommended by specialist advisory groups. 1 Pathologists are rightly concerned about the accuracy and consistency with which these biopsy specimens are reported,23 but we are more concerned about (17/190 ) of patients at the time the biopsy was taken. A further 5% (10/ 190) of patients were booked for operation when the biopsy result was obtained.
The case records of 129 of the 190 patients were studied. Others were missing or follow up information had not been entered in appropriate or sufficient detail. In all but 10 there was a plausible justification for the biopsy (table 4) .
Discussion
There has been a noticeable increase in the complexity of the work performed in histopathology laboratories in the past 10 to 15 years. In Britain the greater workload arises from increased numbers of specimens being taken from outpatients rather than from hospital patients, and from increased numbers of comparatively straightforward specimens, such as skin biopsy specimens, being taken by general practitioners.' Purchasers of health care are expressing doubt about the value of these biopsy specimens although pathologists have emphasised that in a small percentage unexpected and important diagnoses are made.
A recent external audit of our department showed that the full cost of a biopsy with a single haematoxylin and eosin slide was £21, giving an annual cost of £35 000 for gastrointestinal biopsy specimens. This prospective study has shown that over 90% of these biopsy specimens could be justified on one or more clinical grounds, despite the fact that 41 % were histologically normal and a specific pathological diagnosis was made in only a quarter of cases. We were surprised that in 36% ofpatients there was a change in clinical management when the biopsy report was available and in nearly 30% further investigations were then requested.
There have been few comparable studies in the past. A retrospective audit of the clinical indications for over 1500 upper gastrointestinal endoscopies in patients over 65 years of age suggested that 72% were appropriate, 11% equivocal and 17% unjustified.7 Over one third of the inappropriate endoscopies were for evaluation of peptic symptoms without a full trial of medical treatment. A more recent pro-Stephenson, Gallagher spective study of 107 consecutive patients with dyspepsia suggested that endoscopy was unhelpful unless biopsy specimens were taken routinely.8 Without histology the specificity of endoscopy in the diagnosis of chronic gastritis was less than 60%. It has also been suggested that young patients with dyspepsia can be safely managed without a preliminary gastroscopy. 9 For two separate reasons we found it more difficult to identify unnecessary large intestinal biopsy specimens. Firstly, there is a growing range of clinicopathological indications for flexible colonoscopy, some centres even advocating periodic colonoscopy as a method of screening for large bowel carcinoma.'0 Secondly, there are a number of specific disorders which require histology for diagnosis, and the smallest suspicion of these may be construed as a proper indication for colonoscopy and biopsy. These include amyloidosis and microscopic and collagenous colitis. " 2 Furthermore, inflammatory bowel disease can only be accurately diagnosed by examining multiple sections of large intestinal biopsy specimens" '4 and even macroscopically normal bowel can show dysplasia.5"16
Our review of the microscopic features showed no serious disagreement with the original histological diagnosis. This is perhaps exceptional as we know that minor errors occur in up to 3-4% of our routine reports'7 and that after clinicopathological consultation up to 40% of gastrointestinal histology reports require some modification.'8 A mean reporting time of nearly five days appears excessively long, particularly as mucosal biopsy specimens are relatively easy to process and can often be reported with a single slide containing several strips ofsections. Biopsy specimens which clinicians marked urgent were reported much more quickly. The figures shown in table 4 demonstrate that the delay cannot be attributed to the involvement of junior staff in the examination of biopsy specimens. This is a common explanation for slow reporting in teaching hospitals and one that we have identified by auditing our own reports. 14 Our histopathology laboratory attracts both favourable and unfavourable comments from its users. Slow reporting of mucosal biopsy specimens has not been identified as a particular problem perhaps because two thirds of biopsy specimens were taken from outpatients who are unlikely to return to clinic within a week. All small biopsy specimens should be reported within two to three days, but a variety of constraints can make this target unrealistic. Laboratories may need to allocate a priority to certain groups of biopsy specimens. Our results suggest that nonurgent mucosal biopsy specimens need no special treatment but that in clinicopathological terms there is ample justification for these procedures.
